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Seld AAA FdE ° AF =AY S WE7F Eth(Horwood et al.,
2016). W3, D & A Aol obd AtgEel HlE A, EAL DEo] FHstaL

2o (Karaminia et al., 2013), A7 P 3 A7} o} 4+
= BT (35 5, 2013).

al., 2016; Denollet, 2005). webA, AWS Amstal A7
= AL o, gAYt A A FFS A= D 7 A4 oAFE aresfor
3} (Horwood et al., 2016), X3} #AdF FAAQ <12& H}Eé}ﬁl, el =&k
dS 7195 Aol mel¥o]of dt}(Karaminia et al., 2013). A
Aol Al A7Fe] AgFs AT o, AAA Avbae R oiye A=

gAala Swol digk AMga SA7F Feskar, J"é%fﬂﬂ 2t
Lobok st o U2 AMSA #AANS FAE

=2

== =
o9 oAb Wl AEaF el te Pust AgHeler ATk
s

>J

\V]

SERR

AH ol 2 (illness perception)< ZAHo]| thal 7fele] FHA Uea} Ao T A,

AW T AH(illness representation) &2 % AM8-E o]t} (Leventhal et al, 2016). =}

NEAgA RGN AL Qg Adold T4 FA 2 IRH A3
of Folge W, oldlel YT AW Fgel Asht vlelat mastel AL 9
QA AAH WAL WS Feg o AFE PH AW

A(cause), A== AH o] 7|1+ 0151‘8}% ZA(time-line), Ao
e}

MA, AFE], Aeld dulef wx|= Ao tidk 12 (consequences), 1E]il A&
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Eof (Leventhal et al., 1992), =}7tdalolA S48

“


http://search.proquest.com.ssl.ymlproxy.yonsei.ac.kr:8000/docview/1928912818?accountid=15179#REF_c227

o
Zé«]FdD}(Leventhal, Meyer, & Nerenz, 1980). ¥3 tix

Ay g BAAA 73‘*2&%151 ~EH2E HasE £ e A

= =3 o 1 i= %S
U(Carver, 1997). WFd dZolr ofwA oA A7l g WS FAsh=
AL 2EH A FHEERH EH??} A asoln, o3 FFS ofEA Wolgola

Z¥star, asiAsk=Al, ejal ijle] oW Aels &iete] A AES =l

Aol ek A=k A¥ddrt dEA JEbt(Svensson et al, 2016).

7138l A Ex7F oF ARA ) As], AAAsY Al ~
A& Flstr] Aal AFEESAT. A= A
i %] (Approach coping) =& 374 tl* (Avoidance coping)® T},
A EATANAgnE B 99, 434 A, 44 ATA, A

3
olo
ol
o
rlr

gel7), a7, ANA AA 27 Aud A9 Rz FARG. 5Y A% o
) FAYARLE B2 9, ol GEAL, 337, e Hol 275

TA "} (Carver, 1997).

2
53], Bgvkddate] fAfHols 2Ed s Ao s FAsAY vdss

& A4 2 SANAE AHSete o2 YERETH(Cheng et al., 2020).
AF- Aol k=, AAa g 2Tt
dat= AE AREskla, dHel 9
O

2 Jeten A%d Fahol we %

) ol e = 4 A3 7}
A &, vdetrIet F2 FATA dAHES v Bo| AMgste o= YEekyt
(Cheng et al., 2020)
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M. A7 o]&4 715 & 714

TE a9y Awede Al 93 vHE 89l

» aqle
7|24 #AE APAF9 Leventhal 5(1992)9 A7 A RE (Figure 1)<
HEo.
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S @
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ILLNESS EPISODE

Representation Coping Appraisal
/ of Health Threat | | Procedures [
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Situational Stimuli
(Inner & Qut)

Representation | | Coping Appraisal
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Figure 1. Common sense model of self-regulation(Leventhal et al., 1992)

Leventhal %(1992)0] /W3t 27| Z=dAa2 2L thoksl kg A sizlo] 217) =4 3}
A& 7dto® A7t E Aigetr] Y& AEE AT, o] Bd2 XA Al Qe Al =}
71Z2-o] oj@A o|FAX =R I HAFS AYsta o, AWl X dEr, H

aL
7} Famdelnt. AVl dRge WA A4FE Ba Agel oF AP A4

_’Ié_



she] 1%

<]

=

E
=

T

kel
pul

oA o} ¢

PEoz FH7aL,

3

=
7| AAZ A FAch(Leventhal, Meyer, & Nerenz,

L

1

=

=

B

S

Mol 9

& AlsA =9, o]

=

A7)z RIE ARSI
AFS A A]

e - e
Aol A= Leventhal 5(1992)9] A7)

2F
=

]

R

d
&

s

e
o1t

]

o
\mo
o
=K

e

—

ol

™
ﬂ
el

ze)

il

™
W

)

Tor

L

o

A4 (Korean version of Mini-mental state exam, K-MMSE), 21A]7]

7F(Activities of daily living, ADL)

o

AA 7]

)

=
T

(¢}

]

=]
RUN
AL

T
el

o))
R

1o
H

)

_Lmo

el

Aol A A}

st 9)th(Leventhal et al., 1992).

<]

few Ao

a7

BE

7V A A=

7}

]

8

7K
of
o
o)

—_—

0

H
o
0

o

1
=

B

mo

|
fite)
N
oF

ofp
Gl

&

)

0
el
(!
P,
fite)

o/

ojy

Nlo
o))

—

—_—

0
o
N

=K

ol

_’|7_

T

kel
el

T

kel
pil

o o3
=X



dAdeke Auelde]l Bysigel meh AX A, ANH NeES BAE 4%
4 sgow AA FEARA A 804 YA 498 5 Arkleventhal et
2
Z

344 AR,

’

H A=, Aol A A

o
=
B7he 8 dHd ddwolA oA HA e S FAE] g A54 Ar| 24

2L

£
2
>
rot
re
re
-
o,
o,
gl
2 o
N
i
flo
=
0Q
o
=
D
Do
i
e
v

SELF-SYSTEM
Type D personality

!

ILLNESS EPISODE

Representation Coping Appraisal
of Health Threat Procedures .
Cognitive Approach Self management
lliness perception Coping
T
Situational stimuli
Symptoms &
Diagnosis
Representation Coping Appraisal
of Emotion Procedures
Depression Approach Self management
Coping

Figure 2. Theoretical Framework of this study
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A%oe, 44 £2, 2939 Y A AFA, FuH ABYUE F 9P Folth,

2 dd 54 Wes oFriEer #lsiy, sl 7IZF, Body mass
index(kg/m*), ®H¥ =7, AL EFAA, <A715H5(Korean version of
Mini-mental state exam, K-MMSE), Al1A|7]% 3 7}(Activities of daily living, ADL)
A, WAAAR =, i Z3ke] TR digh 87HA o 44313l

2. A7+

2 AFgA Artdeg s 24 Y g9l A gist #eElE 9wt 2 A
Toll A AW o3 #e]E Petkov 5(2010)0] WA A s =l zprtaEl S SAHE7] 9
A

3 7§¢3F The Partners In Health(PIH) =75 Au|7Z 5(2019)0] d=ro]z A3}
of Mgk PIH-K 12602 SAHT A4S ovdv. s WA 423, A=
A EUAY 458, S A 2 e 28, AW 9 A5 #S A2 28Fo|n.
7t 23 0elA 8-7EA9 97 Likert HE= A8, THS HA 0HdA
I 9o ® AP, Hert S Al #gHe s ot o =

7l Al Al % Cronbach’s a&= .82 ©] i1 (Petkov et al., 2010), PIH-KE Sl=r

f

=
= o]
Holgh Ao A= 4l# % Cronbach’s at= .86 ©|ATHCAWA 5, 2019). ¥ A9
S adEH A3 mE £330 aQdFEEol 0.5 ofde® Ho 128% BT
2 AT B4l Abgsislen, A, HEUA, S AdA H dd, AW 3 ARl

o]
A3k x Ao 3k A# = Cronbach’s ax= ZHzF .94, .94, .91, .920|Qx, & =7}
Fro] sk AlF X Cronbach’s a&= .98¢] 3T},

us]

o
o

3.D % 44

HodAFoAd D F38 AAL Denollet(2005)°] 73 Type D Personality
Scale-14(DS-14)E Lim =(2011)0] 3t=o]&E A, WHelsl 14E3o a7 A3 1 &
ARSI T, st 99 e HAA AA 78 (Negative affectivity, NA)T AF3] 24 A
ok 73t (Social inhibition, SDeZ FAEY, Z+ +&2 0-dA 4871X]9 53
Likert A2 FA=w, HA 0dolA Har 2859 A7 SAHH, 4 499 A
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Studies Depression scale(CES-D) 202] %<F&<l Anderson form CESD 10i-&o2 =

A HA4E ougtt. B ms MR Aa F9l §lo] o] & Jhssta, whdAdhe]

A= =l Al AHg3H7] H skt (Moon et al., 2017). CESD 10 =7 % 10#30

2 7t g5 04(53] =80, 19 vy, 13U, 129 Ax), 28 (A5

AN, 5-79)9] 48 Likert HE® A3, A57} 2842 98 &

o] &5 ounFtt, 5, 8H EIFLE o Egow HLES AAgsta, FHE 0-30%
73 S ]
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2, 108 o<l A
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T 1A 81FEA A BE 39 8RIFstFe] 0.5 oo ®m FRlEo 103
REE HE B A&t on, B AFoA &9 AFE Cronbach’s a& .920]
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squared error of approximation, RMSEA 0.06~0.08)Z o] &3}%t}.
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Table 1. General Characteristics of the Subjects

(N=287)

Variable Category n(%)
Age(years) 65~74 77(26.8)
=75 210(73.2)
Sex Male 75(26.1)
Female 212(73.9)
Religion Christian 17(5.9)
Catholic 12(4.2)
Buddhism 11(3.8)
None 247(86.1)
Marital status Single 2(0.7)
Married 49(17.1)
Divorced or Separated 10(3.45)
Widowed 223(77.7)
Others 3(1.0)
Spouse Yes 46(16.0)
No 242(84.0)
Education level <Elementary school 199(69.3)
Middle school 51(17.8)
High school 37(12.9)
Household monthly income <100 249(86.8)
(10,000w on) 100~200 37(12.9)
201~300 1(0.3)
Route of hospitalization via Home 242(84.3)
via Hospital 16(5.6)
via Nursing home 17(5.9)
via Children’ s house 12(4.2)
Self-rated health Unhealthy 239(83.3)
Moderate 46(16.0)
Good 2(0.7)
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Table 2. Clinical Characteristics of the Subjects

(N=287)

Variable Category n(%) or Mean%SD
Length of admission 18.69+8.66
(month)
BMI (kg/m?) 23.63+9.68
Underweight (<20) 53(18.5)
Normal (20-24) 114(39.7)
Overweight (25~ 29) 116(40.4)
Obese(>30) 4(1.4)
Type of insurance Medicaid 104(36.2)
National medical insurance 185(63.8)
Classification High of Medical care 40(13.9)
Medium of Medical care 235(81.9)
Low of Medical care 12(4.2)
K-MMSE(Score) 19.00£1.67
Activities of Daily Getting Dressed 3.44+0.71
Living(ADL) Washing face 2.97+£0.57
Personal hygiene 3.30+0.74
Bathing or Showering 4.00£0.56
Eating 3.03+0.72
Bed mobility 3.15£0.67
Get into/out of bed or chair 3.08+0.59
Transfer 3.05£0.59
Walk outside room 3.37+0.74
Toilet hygiene 3.47£0.70
Number of disease 3.91+1.29
Type of disease Circulatory system 438(40.6)
Neurologic system 185(17.1)
Endocrine disease 116(10.8)
Musculoskeletal system 92( 8.5)
Respiratory system 75( 7.0)
Rheumatic disease 57( 5.3)
Genitourinary system 56( 5.2)
Digestive system 24( 2.2)
Neoplasms 22( 2.0)
Mental and behavioral disorders 14( 1.3)
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Table 3. Descriptive Statistics of Measured Variables (N=287)

Variables Mean SD Range Skewness Kurtosis
Self management 4.99 1.34 0-8 -0.19 -1.15
Coping 5.03 1.45 0-8 -0.05 -1.18
Partnership in treatment 5.03 1.39 0-8 -0.24 -1.17
Recognition and managing 501 1.43 0-8 ~0.19 -1.02
symptoms : : :
Knowledge 4.81 1.35 0-8 -0.39 -1.06
Type D personality 1.81 0.81 0-4 0.38 -1.05
Negative affectivity 1.78 0.82 0-4 0.46 -0.99
Social inhibition 1.85 0.82 0-4 0.26 -1.05
Cognitive illness perception 6.45 1.69 0-10 -0.32 -0.76
Consequences 6.57 1.63 0-10 -0.63 -0.40
Timeline 6.72 1.80 0-10 -0.46 -0.53
Personal control 6.39 2.01 0-10 -0.29 -0.72
Treatment control 6.33 2.04 0-10 -0.27 -0.82
Identity 6.37 1.90 0-10 -0.24 -0.65
Coherence 6.30 1.93 0-10 -0.14 -0.93
Depression 1.17 0.60 0-3 0.70 -0.46
Approach coping 1.40 0.63 0-3 0.45 -1.04
Active coping 1.47 0.65 0-3 0.28 -0.90
Emotional support 1.38 0.71 0-3 0.38 -0.35
Use of informational support 1.42 0.71 0-3 0.21 -0.76
Positive reframing 1.39 0.71 0-3 0.32 -0.54
Planning 1.28 0.79 0-3 0.47 -0.74
Acceptance 1.46 0.68 0-3 0.10 -0.79
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Table 4. Correlations between the Observed Variables (N=287)

TD1 TD2 CIP1 CIP2 CIP3 CIP4 CIPS CIP6 D C1 C2 C3 C4 C5 C6 SM1 SM2 SM3 SM4
D1 1
D2 934" 1
CIP1 -.384" -.435 1
CIP2 -38"  -417 785 1
CIP3 -A419"  -492" 757 625 1
CIP4 -391" -468"  769™ 620 852" 1
CIP5 -384"  -A4B4T 7827 654" .802" 838 1
CIP6 -3687  -4427 784 613™ .840™ 872 863" 1
D .804™ q97 0 -4047 -4127 -4B47 -420 -419 - 410™ 1
C1 -470"  -532" 6117 508" 670" 6827 659" 669 -546™ 1
C2 -478"  -535" 580 A78™ 642 640" 621 664 -5197 734" 1
€3 507" -566" 624" 544 681" 647" 6427 669" -561" 738" 729" 1
C4 -404"  -470" 6277 510" 673" 680" 673" qrt o -516" 785 157 733" 1
C5 =377 -460" 633" 491" 643" 689" 659" 6917 =509 793 762" 708" 57 1
C6 -539"  -567" 561" A87T™ 582" 5727 565" 558" -612" 758 718" 754" 695" 699 1
SM1 -520"  -583" 685" 566" 57 762" 715 7437 =560 704 700" 736" 729" 690" 646" 1
Sh2 -542"  -582" 662" 589" 720" 24 6917 7117 =570 6817 662" 692" 680 620" 657 867 1
SM3 -460"  -512" 676 554" 738" 67 689" 740 -516T 693 675 686" 733" 694" 623" 903 .868"™ 1
Shi4 -537"  -575" 6557 563" 705" 137 654" 698 -557" 656™ 646" 667 666" 608" 607" 351 915" 348" 1
‘.05, "A<.01

TD=Type D personality(TD1 Negative affectivity, TD2 Social inhibition), CIP=Cognitive Illness Perception(CIP1 consequences, CIP2 timeline, CIP3 Personal control, CIP4 Treatment
control, CIP5 Identity, CIP6 Coherence), D=Depression, C=Coping(Cl Active coping, C2 Emotional support, C3 Use of informational support, C4 Positive reframing, C5 Planning, (6
Acceptance), SM=Self Management (SM1 Coping, SM2 Partnership in Health, SM3 Recognition and managing symptoms, SM4 Knowledge)
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Table 5. Result of Confirmatory Factor Analysis and Convergent Validity

(N=287)

Latent Observed Factor
variable variable loading ¢ p R AVE
Type D Negative affectivity .960
. . e 0.977 0.954
personality Social inhibition .972 37.116  <.001
Consequences .853
o Timeline 707 14.151 <.001
Cognitive
. Personal control .902 21.305 <.001
1llness 0.951 0.766
. Treatment control .928 22.567 <.001
perception .
Identity .907 21.518 <.001
Coherence .933 22.849 <.001
Depression 1 .945
Depression Depression 2 .819 20.559 <.001 0.921 0.796
Depression 3 .913 27.395 <.001
Active coping .887
Emotional support .854 20.448 <.001
Use of informational
Approach .852 20.343 <.001
. support 0.944 0.736
Coping . .
Positive reframing .874 21.494 <.001
Planning . 866 21.051 <.001
Acceptance .833 19.420 <.001
Coping .939
Self Partnership in treatment .943 32.224 <.001
elf-
Recognition and 0.966 0.876
management . .934 31.031 <.001
managing symptoms
Knowledge .927 30.160 <.001
x 2(df)=510.472(179), x?/df=2.852, CFI=.955, TLI=.947, RMSEA=.080
CR=Construct Reliability, AVE=Average Variance Extracted, CFI=Comparative Fit Index,

TLI=Turker-Lewis index, RMSEA=Root Mean Squared Error of Approximation
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Table 6. Discriminant Validity of Latent Variables

AVE

SM

CIP

™D

712 .349 .361 0.954

.241

D

.706 0.766

.681

.260

-.491

CIP

.399 0.796

471

-.510

.844

0.736

.699

.825 -.686

-.591

0.876

-.632 .836

.840
Upper of diagonal

SM -.601

Lower of diagonal=p ,

D

DZ
Cognitive illness perception, D

=Approach coping,

Depression, C

Type D personality, CIP:

Average variance Extracted

Self-management, AVE

SM=
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3 2
AA A A3, & Aol BE SAUFE AHEE St (Table 7).

Table 7. Reliability of Measurement Tools (N=287)
. No of  Score
Variables Scales . Cronbach’s a
1tems range
Type D personality Type D Personality 14 0~56 .962
Scale-14(DS-14)
Negative affectivity 7 0~28 .926
Social inhibition 7 0~28 .926

Cognitive Illness Brief-Illness 6 0~60 .950

Perception Perception
Consequences Questionnaire(B-1PQ) 1 0~10
Timeline 1 0~10
Personal control 1 0~10
Treatment control 1 0~10
Identity 1 0~10
Coherence 1 0~10

Depression Center for Epidemiologic 10 0~30 915

Studies Depression scale
(CES-D)

Approach Coping Brief-COPE 12 0~36 .946
Active coping 2 0~6 723
Emotional support 2 0~6 750
Use of informational

support a 2 0~6 775
Positive reframing 2 0~6 770
Acceptance 2 0~6 701
Planning 2 0~6 .790

Sel f-management The Partners In Health 12 0~96 .976
Coping with consequences  (PIH) 4 0~32 .940
Active role in treatment 4 0~32 .940
Knowledge 2 0~16 .908
Recognition and management

2 0~16 .924

of symptoms

_A’I_



E. 7143 B39 A=
1. 7MARg AT AZ

oA 7hEaA myS AFE] fskd FEREY A4S Al HE R

% Chi-square(X*/p), CMIN/DF(Q), CFI, TLI, RMSEAZ #et&livh. o] %
Chi-square(X*/p)& X ¢ th A3rA 7He Uste] dxoz s 37}
st AL AFPsHA @ernz, tE AR AFE A ol dTh(EA
2000). UWHAQl HPAZFE F& 7Hs T2 MIN/DFS 3 o]ah(ehds, & o33,
2018), CFI®} TLIE 0.900]4H(FA13], 2000), RMSEAE 0.06°]4 0.080]3}e] W7}t
A2FE SFE Y F U= FFoEA Yo A3 =7} £vh(Hu & Bentler, 1999).
RMSEAQ B9 AF TRkl dAo] sbsata, Ao 1HAe] FoW FA ¥ RMSEA
#2 A, A ¥ RMSEA #& nlgoz o2mygs Hrted = &S
ofmgeh(E A8,  2000). ¥ AT HEAH S By AjE  AFE
X?=510.472(df=179 ,N=287), CMIN/DF(Q)=2.852, CFI=.955, TLI=.947, RMSEA=.08% i}
B AHgtes 453 Aoz B 4 glti(Table 8).

o

Table 8. Model Fit of the Hypothetical model

2 9 90% CI
Index X df D x °/df CFI TLI RMSEA —F——
Low High
Reference >.05 <3 =90 =.90 .06-.08
Hypothetical  510.472 179 .001 2.852 .955 .947 .08 072 .089

CFI=Comparative Fit Index, TLI=Turker-Lewis index, RMSEA=Root Mean Squared Error of Approximation
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Table 9. Result of Structural Equation Model

(N=287)

Endogenous Endo/Exogenous t
. . B S.E yéi D SMC
variables variables (C.R)
Cognitive
1llness Type D personality -.872 .101 -.491 -8.592 <.001 .241
perception
Depression Type D personality .615 .615 844 20.551 <.001 L1712
Approach Type D personality .068 .052 .093 1.323 .186
Coping
Cognitive
i1lness perception .270 .020 650 13.166 <.001  77g
Depression -.438 .075 -.433 -5.859 <.001
Type D personality -.207 .113 -.119 -1.821 .069
Self-
management
Cognitive . 469 064 480 7.342  <.001
11lness perception
.788
Depression -.149 .182 -.063 -0.822 .411
Approach
Coping .768 .181 .326 4.250 <.001

B=Standardized regression weight, S.E=Standard Error, C.R=Critical Ratio, SMC=Squared Multiple

Correlation
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Table 10. Standardized Direct, Indirect, Total Effects of Model

(N=287)

Endogenous Endo/ Direct effect Indirect effect Total effect
. Exogenous
variables .
variables B Jei D B B D B ye P
Cognitive T D
illness YPEV 872 491 <.001 872 -.491 <.001
. personality
perception
Depression Type D 615 844 <.001 615 844  <.001
personality
Approach T
. ype D _ _
Coping personality .068 .093 .186 .505 .684  .001 .436 591 .002
Cognitive
illness .270 .650  <.001 .270 .650 <.001
perception
Depression -.438 -.433 <.001 .438 1433 <.001
Self- T D
management YPE T 207 -.119 .069 -.836 -.482 .001 043 -.601  .001
personality
Cognitive
illness .469 480 <.001 .207 212,001 677 .692  <.001
perception
Depression -.149 -.063 411 -.336 -.141  .001 .486 204 011
Approach
.768 .326  <.001 .768 .326 <.001

Coping
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2) CESD-10

https://scireproject.com/outcome—measures/list-sci/mental-health/center—for-epi

demiological-studies—-depression-scale-ces—d-and-ces—-d-10/

er for Epidemiological Studies Depression Scale (CES-D and CES-

Assessment Area

ICF Domain_: The CES-D was developed to identify current depressive
Body Function symptomatology related to major or clinical depression in adults and
Subcategory: adolescents. It is a screening measure (NOT a diagnostic tool). Items

Mental Functions include depressed mood, feelings of guilt, worthlessness and

helplessness, psychomotor retardation, loss of appetite and sleep
difficulties. There are 10 and 20 item versions of the scale. The most
commonly used version of the CES-D is the 20 item version; thus when
articles state CES-D, they usually refer to the 20 item version. The CESD-
R (not discussed here) was developed in 2004 as a revision of the
original CES-D.

You Will Need

Length:

5-10 minutes, 10 (CES-D-10) or 20
(CES-D) items

Scoring:

Items scored 0-4. Total score is
the sum of all items: 0-30 for CES-
D-10 and 0-60 for CES-D. Higher
scores indicate greater symptoms

Availability

Training: Awailable for free here:

None but knowledge about httos://scireproject. com/wo-

depression and mental health is content/uploads/worksheet center for epidemiologic studies depress
helpful ion_scale ces-d.pdf

Languages: Translations are available
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3) Brief 1PQ

WebMail L& 27|

LR PN = Elizabeth Broadbent <e broadbent@auckland.ac.nz> FAE T
W A & 27l 2 [E]

ES = Re: Asking for permission to use Brief-IPQ
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He A= .
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You have permission to use it for your PhD.
Regards
Liz

On 16/08/2020, at 6:50 PM, Z417| <sunki@cha.ackr> wrote:

Dear, Dr. Broadbent

wWebmail L2 27|

BUE ALEE - Jinsoo Min <minjinsoo@gmail.com>

e AR & 2471 o [E]

H= Re: BIPQ B50] &7 AL 59 238 ¢ o2 =Ly
TR YA 2020-08-17 15:49:37
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Understanding illness perception in pulmonary tuberculosis patients: One step towards patient-centered care
J Min, € Chung, S5 Jung, HK Park, 55 Lee, KM Lee
PloS one 14 (6), e0218106, 2019

Jinsoo Min, MD, MPH.

Catholic T8 Study Groug

Division of Pulmaonary and Critical Care Medicine

The Catholic University of Korea College of Medicine
minjinsoc@gmail.com

https://ctbgroup.org
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4) Brief-COPE

https://local.psy.miami.edu/faculty/ccarver/sclBrCOPE.phtml
. UNIVERSITYOFMIAMI |

[Lﬂ COLLEGE OF ARTS AND SCIENCES

—on- PSYCHOLOGY

MIAMI

About the Department Academics Research Clinics

previous study. In creating the reduced item set, we also 'tuned" some of the scales somewhat (largely because some o
the original scales had dual focuses) and omitted scales that had not appeared to be important among breast cancer
patients. In this way the positive reinterpretation and growth scale became positive reframing (no growth); focus on and
venting of emotions became venting (focusing was too tied to the experiencing of the emotion, and we decided it was
venting we were really ir in); mental di: 1t became self-distraction (with a slight expansion of
mentioned means of self-distraction). We also added one scale that was not part of the original inventory--a 2-item
measure of self-blame--because this response has been important in some earlier work.

You are welcome to use all scales of the Brief COPE, or to choose selected scales for use. Feel free as well to adapt the
language for whatever time scale you are interested in.

Citation: Carver, C. S. (1997). You want to measure coping but your protocol’s too long: Consider the Brief COPE.
International Journal of Behavioral Medicine, 4, 92-100. [abstract]

Following is the BRIEF COPE as we are now administering it, with the instructional orientation for a presurgery interview
(the first time the COPE is given in this particular study). Please feel free to adapt the instructions as needed for your
application.

Scales are computed as follows (with no reversals of coding):

Self-distraction, items 1 and 19

Active coping, items 2 and 7

Denial, items 3 and 8

Substance use, items 4 and 11

Use of emotional support, items 5 and 15

| have had many questions about combining scales into "problem focused" and "emotion focused" aggregates, or into an
"overall" coping index. | have never done that in my own use of the scales. There is no such thing as an "overall" score
on this measure, and | recommend no particular way of generating a dominant coping style for a give person. Please do
NOT write to me asking for instructions to for "adaptive" and "maladaptive" composites, because | do not have any such
instructions. | generally look at each scale separately to see what its relation is to other variables. An alternative is to
create second-order factors from among the scales (see the 1989 article) and using the factors as predictors. If you
decide to do that, | recommend that you use your own data to determine the composition of the higher-order factors.
Different samples exhibit different patterns of relations.

If you can not figure out from these instructions how to examine your data, please consult with your own statistical person
rather than sending me questions.

If you are interested in a Spanish version of the Brief COPE.
If you are interested in a French version of the Brief COPE.
If you are interested in a German version of the Brief COPE.
If you are interested in a Greek version of the Brief COPE.

If you are interested in a Korean version of the Brief COPE.
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PIH Scale - Korean version

Chroric Condition Managsment

sunki@chaackr

2002 paper-pdf {266.7K8) | nizi=s| =
A preliminary Investigation of the Partners In Health scale measurement properties in patients with end stage renal disease pdf

ARTICLE - David Smith et al.pdf (284.5x8 2|17

PIH scale - flowchart of uses.pdf (331.7KE) | o=l

Smith_et_al-2019-Journal_of_Advanced_Nursing.pdf (507515} aieis

Good merning Sunki

Thank you for sending through your signed licence, | have forwarded it 1o our Contracts department for execution and will provide you

#th a copy when | receive it back

Attached Is the Pit Scale, validated Korean translation. | have also provided some further articles and information which might be of use you to.

If you have any further questions, please don't

sitate to contact us and | wish you all the best for your studies,

King regarde

Sue

Swe Pfitzner
Short Course Support Officer
Behavioural Health

College of Medicine and Public Health

Flinders University, Australia
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I. ZA7}328 (The Partners In Health®instrument for the Korean version)
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H Al (Brief-I1lness Perception Questionnaire)
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ABSTRACT

Structural Equation Modeling of Self-Management in
Hospitalized Older Adults in Long-term Care Hospitals

based on Self-Regulation Model

Kim, Sun Ki
Department of Nursing

Graduate School of Yonsei University

Background: With the aging society, the prevalence of multimorbidity has
increased in the elderly population. The goal of nursing regarding
multimorbidity thus lies in enhanced quality of life and health outcomes
through the management of various chronic disease. Notably, most of the older
adults in care hospitals have multimorbidity with reduced cognitive and
physical functions, so there is a need to help them form a partnership with the
medical staff to set specific disease management goals and achieve them through
self-management strategies based on self-regulation. The common-sense model of
self-regulation proposed by Leventhal et al(1992) is advantageous in that, in
the face of a situational stimulus such as a disease or new symptomatic
experience, the model allows coping strategies to be developed against the risk
as cognitive and emotional illness perceptions are activated, with consequent
understanding of the health outcomes and assessments.

Methods: To investigate the overall relations among the factors influencing
self-management in older adults in care hospitals, a hypothetical model was

drawn based on the common-sense model of self-regulation by Leventhal et al
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(1992), and the fit of the model and significance of its paths were analyzed.
For the hypothetical model in this study, the exogenous variable was a type D
personality. The endogenous variables included cognitive 1llness perception,
depression, approach coping, and self-management. Nine hypotheses were set for
the latent variables. The study was conducted at 2 care hospitals with 300 or
more beds, located in Jeolla province, South Korea. The subjects were 287
hospitalized older adults. The data collection period was February 17-March 10,
2021. The data were analyzed using SPSS WIN 23.0 and AMOS 23.0.

Results: The hypothetical model showed a good fit based on the following
results: CMIN/DF(Q)=2.852, CFI=.955, TLI=.947, and RMSEA=.08. The total effect
on self-management in hospitalized older adults was as follows: cognitive
illness perception (B=.692, p<.001), type D personality (B=-.601, p=.001),
approach coping ( 8=.326, p<.001), and depression ( B8=-.204, p=.011), in order
of decreasing influence. The direct effect on self-management was cognitive
illness perception (B8=.480, p<.001), approach coping (8=.326, p<.001), and
type D personality (8=.-.119, p=.069), in order of decreasing influence. The
indirect effect on self-management was type D personality (3=-.482, p=.001),
cognitive illness perception (B=.212, p=.001), and depression (B3=-.141,
p=.001), in order of decreasing influence. The explanatory power of the
variables for self-management was 78.8%.

Conclusion: To promote self-management in older adults in care hospitals,
negative cognitive illness perceptions should be made to improve, and developed
the approach coping strategy, while interventions to reduce depression should
be provided. And it 1S necessary to recognize 1its negative impact on

self-management, for the sake of more active interventions by medical staff.

Key words : Older adults in care hospitals, Self-management, Self-regulation,

Structural Equation Modeling
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Introduction

1. Background

South Korea has become an aged society with 16.6% of the population comprised
of elderly aged =65 years (Korean Statistical Information Service, 2021).
Among those older adults, 60.5% have multimorbidity (Jeong, Go, & Kim, 2013).
The increased number of patients with multimorbidity has caused problems
related to medical costs, such as increased prescriptions of various drugs,
increased hospital admission and readmission rates (Jeong et al., 2013), and
increased length of stay (Lim, Ahn, & Kim, 2019). The reduced cognitive and
physical functions accompanying the health issues eventually drive older adults
with multimorbidity to consider the use of care hospitals as a form of social
care (Ga, 2020), and the number of care hospitals has increased by
approximately twofold over the past decade, from 867 in 2010 to 1,585 in 2020
(Korean Statistical Information Service, 2020).

Multimorbidity 1is a condition where a patient shows two or more major
diseases (Van den Akker, Buntinx, Roos, & Knottnerus, 2001). The goal of
nursing for hospitalized older adults with multimorbidity is to enhance their
health outcomes and quality of life through the management of various chronic
diseases (Jeong et al., 2013; Park, Moon, Ha, & Lee, 2017), and to help the
patients determine their therapeutic preferences regarding daily life and
health management (Chang et al., 2018; Morgan & Yoder, 2012). Notably, the
strategy that could enhance quality of life and self-efficacy and alleviate
depression in cognitively impaired older adults in care hospitals was shown to
be the self-management strategy, involving the formation of a partnership with
the medical staff, training in problem—focused coping and communication

techniques, and goal-setting and feedback regarding disease management (Park &
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Chang, 2014; Park et al., 2017).

Self-management is the resetting of the therapeutic direction from a passive
role for the patient to an active attitude toward treatment through cooperation
with the medical staff for the management of chronic diseases (Lorig & Holman,
2003). It also involves the patient’ s understanding of his or her symptoms and
respective treatments as well as the planning of problem solving, and the
management of physical functions, emotional functions, and social relationships
(Battersby, Ask, Reece, Markwick, & Collins, 2003).

However, the currently available programs in care hospitals are limited and
based solely on general management therapy that does not reflect patients
personal needs or physical and cognitive functions, and most are single-session
programs (Jeong, 2017). It is thus necessary to develop a strategy focused on
solving the patient-perceived problems. Self-regulation is the conscious effort
of patients to monitor their diseases and control the cognitive, emotional, and
behavioral aspects (Barlow, Wright, Sheasby, Turner, & Hainsworth, 2002). With
successful self-regulation, the level of accomplishment in learning as well as
the level of mental health and social skills are significantly improved
(Pandey, Hale, Das, Goddings, Blakemore, & Viner, 2018), while quality of life
is enhanced (Cha, 2014) and depressive symptoms are reduced (Hagerty & Bathish,
2018).

The common-sense model of self-regulation (CSM) by Leventhal et al(1992) is a
theory that describes self-regulation in terms of health behaviors. The CSM has
served as a conceptual framework to describe self-management in adults and
older adults with chronic diseases (Hagger, Chatzisarantis, & Orbell, 2017). As
the model allows coping strategies to be developed against the risk caused by a
situational stimulus such as a disease or new symptomatic experience through
the activation of cognitive and emotional illness perceptions, the CSM enables
patients to understand their health outcomes and feedbacks (Levnethal,
Phillips, & Burns, 2016). Notably, cognitive illness perception as the key

concept in self-regulation is known to be a critical variable in interpreting
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disease outcomes, as it 1s a subjective belief 1in accepting a disease or
symptom as a risk (Kim & Byun, 2019). Older adults in care hospitals experience
loneliness and depressive feelings in the process of adapting to the new
environment, and for this, emotional 1illness perception should also be taken
into consideration (Nam & Yang, 2012). As such illness perceptions can be
revised through the feedback loop together with coping strategies as a
parameter in the process of self-regulation, they can be used to develop
nursing strategies to improve health outcomes (Kim & Byun, 2019; Hagger et al.,
2017). For self-regulation, personal preferences should be reflected as they
influence the coping and disease outcomes (Leventhal et al., 1992). Recently,
studies have reported that the type D personality leads to low motivation
toward self-management, as the vulnerability to negative emotions and tendency
toward social isolation pose difficulties in communication with medical staff
and the sharing of treatment plans. Thus, there is a need to assess and manage
the type D personality (Denollet, 2005; Park, Won, & Son, 2020).

So far, previous studies regarding self-management in hospitalized older
adults have targeted residents of care hospitals to investigate the effects of
coaching-based self-management programs (Park et al., 2017; Park & Chang,
2014); 1llness perceptions and coping strategies in patients with
multimorbidity (Cheng, Inder, & Chan, 2020); the poor performance of
self-management in patients with a type D personality (Denollet, 2005; Horwood,
Anglim, & Tooley, 2016); the correlations among social support, depression, and
self-management (Nam & Yang, 2012); and the meta-analysis of correlations among
1llness perceptions, coping strategies, health outcomes, and assessments in a
study of chronic diseases based on the theory of self-regulation (Hagger &
Orbell, 2003; Hagger et al., 2017). There was also a systematic literature
review on illness perceptions (Kim & Byun, 2019).

The findings of previous studies suggested that, to account for
self-management in hospitalized older adults in care hospitals, a key strategy

should be developed through comprehensive analysis of the correlations among
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patients’ personal preferences, subjective illness perceptions, and coping
strategies. Nevertheless, no study has yet investigated self-management using
the main concepts of self-regulation in older adults in care hospitals. This
study thus aimed to develop self-management strategies for older adults in care

hospitals by applying and verifying the CSM.

2. Objectives
The purpose of this study was to construct a structural model to describe
self-management in older adults in care hospitals and to verify the model,

based on the CSM by Leventhal et al(1992).

3. Conceptual framework and hypothetical model

The main variables in this study were selected using the CSM by Leventhal et
al(1992) as the theoretical framework and the variables to which previous
studies have repeatedly lent support or placed emphasis.

Self-system 1is defined as a Dbiological factor with psychological
characteristics such as personal preferences, attitude, and motivation that
influence the process of self-regulation (Leventhal et al., 1992). In this
study, the type D personality was selected as a concept of self-system, as it
exerts a negative impact on the level of depression and self-management in
patients with multimorbidity.

Illness perception is divided into cognitive illness perception, which allows
the recognition of symptoms to define the disease, deduce its causes, and
consider the disease duration; expected outcomes and treatment possibilities;
and emotional illness perception involving fear, depression, and anxiety. In
this study, cognitive 1llness perception was measured based on disease
identity, timeline, consequenses, personal control, treatment control, and
coherence, while emotional illness perception was measured based on depression.

Coping 1s a dynamic process for managing cognitive and emotional responses

through the activation of illness perceptions (Leventhal, Meyer, & Nerenz,
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1980). In this study, approach coping was selected as a coping strategy, as it
involves active coping, emotional support, information research, positive
reframing, planning, and acceptance.

Appraisal 1is the result of active self-regulation in hospitalized older
adults to maintain optimal health, and in this study, it was conceptualized as
self-management. Self-management 1s the ability to correctly recognize the
current state of disease; to talk with the medical staff regarding treatment
plans and set therapeutic goals together; and to adequately control one’ s
physical functions, emotional states, and social activities.

For the hypothetical model in this study, the paths were set with the
presumption of direct effects of the type D personality as the exogenous
variable and of cognitive illness perception, depression, and approach coping
as the endogenous variables on self-management. The paths also reflected the
presumption of indirect effects of the type D personality on self-management

via cognitive 1llness perception, depression, and approach coping.

Methods

1. Study design
This study was a cross—sectional, descriptive study to account for a
structural model of self-management 1in hospitalized older adults in care

hospitals.

2. Samples and settings

The subjects for this study were selected through convenience sampling based
on certain inclusion and exclusion criteria, at 2 care hospitals with 300 or
more beds, located in Jeolla province, South Korea. The study period was from
February 17 to March 10, 2021. The inclusion criteria were (a) hospitalized

older adults aged 65 years with no psychiatric history and the ability to
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communicate and respond to the questionnaire; (b) older adults with 2 or more
chronic diseases for at least a year since diagnosis (Van den Akker et al.,
2001); (c) older adults who had completely adapted to the care hospital during
6 months or more after hospitalization (Chang & Park, 2010; Patterson, 1995).
The exclusion criteria were (a) older adults diagnosed with severe dementia to
be admitted to the dementia ward.

The care hospitals where the study was conducted were those certified as
first grade by the authorized medical institution certification agency. In
addition, older adults unable to live in the general care ward due to severe
dementia or a history of violence or leaving the ward were sent to the dementia
ward at the two care hospitals. The subjects in this study were recruited only
from hospitalized older adults in the general care ward and not the dementia
ward.

In the structural model, the sample size was estimated via maximum
likelihood, while the minimum adequate ratio between parameter estimation and
sample size was 10:1 (Kline, 2016). Thus, considering the 25 unknown parameters
in this study, data were collected from 300 subjects to satisfy the minimum
recommended level of 250 subjects and reflect a 20% drop-out rate. In the final
analysis, responses from 287 subjects were used, with 13 incomplete responses

being excluded.

3. Measurements

All tools in this study were used with the permission of the corresponding
authors. Prior to the structural model analysis, the tools were validated
through confirmatory factor analysis; all tools satisfied = .50 factor loading,

so they could all be used in the analysis.
1) General characteristics

For the general characteristics of the subjects, the demographic variables

included the following nine items: age, gender, religion, marital status,
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spouse, educational background, economic status, residence  before
hospitalization, and subjective health status. The variables of the
disease-related characteristics were determined using medical records and the
following eight items: length of stay, body mass index (kg/m?), insurance type,
patient category, cognitive function (as the score on the Korean version of the
Mini-mental state exam, K-MMSE), physical function (as the Activities of Daily

Living score), number of chronic diseases, and comorbidity.

2) Sel f-management

For self-management, the 12 questions of the Partnership in Health (PIH)
scale developed by Petkov, Harvey, and Battersby (2010) and translated and
modified by Jeon, Ahn, Park, and Lee (2019) were used. The subcategories were
coping, partnership, awareness and management of symptoms, and knowledge of
disease and treatment. Each question was on a nine-point Likert scale, with a
higher score indicating a higher level of self-management. The Cronbach’ s a
for the reliability of the PIH was .86 in the study by Jeon et al. (2019) where
the tool was translated and modified for Korean subjects, and .98 in this

study.

3) Type D personality

For the type D personality, the 14 questions of the Type D Personality
Scale-14 as developed by Denollet (2005) and translated and modified by Lim et
al(2011) were wused. The subcategories were negative affectivity (NA;7
questions) and social inhibition (SI;7 questions). Each question was on a
five-point Likert scale, with a higher score indicating a higher level of
personal disposition. The reliability based on Cronbach’ s a at the time the
tool was developed was .87 (Cronbach’ s a=.83 for NA and .86 for SI). In this
study, the Cronbach’ s a was .93 for both NA and SI, and .96 for the total

score of the type D personality.
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4) Cognitive illness perception

For cognitive illness perception, the Brief Illness Perception Questionnaire
(Broadbent et al., 2006) were used translated by Min, Chang, Lee, Choe, and An
(2017). Among the nine questions of the Brief-IPQ, six items that measure
cognitive illness perception were used in this study. The six questions were as
follows : consequences, timeline, personal control, treatment control,
identity, coherence. Each question was on a 10-point Likert scale, and in this
study, an 1inverse scale was used for the questions on the consequences,
identity, and timeline, with a higher score indicating a lower level of
perceived risk. The Cronbach’ s a in this study was .95 for the total score of

cognitive illness perception.

5) Depression

For depression, the Center for Epidemiologic Studies-Depression (CES-D) 10
Scale were used. The CES-D 10 is comprised of 10 questions, each of which is on
a 5-point Likert scale, with a higher score indicating a higher level of
depression. An inverse scale was used for questions 5 and 8, and the total
score ranged between 0 and 30, with scores =10 indicating clinical depression
(Bae, Kim, Doh, Kim, & Park, 2020). The Cronbach’ s a was .71 in the study by
Andersen, Malmgren, Carter and Patrick (1994) and .92 in this study.

6) Approach coping

For approach coping, the 12 questions of the brief-Coping Orientation to
Problems Experienced (COPE) developed by Carver (1997) and translated by Kim
and Seidlitz (2002) were used. The subcategories were active coping, emotional
support, use of information, positive reframing, planning, and acceptance. The
brief-COPE is comprised of questions on a 4-point Likert scale (0-3), with a
higher score indicating a higher level of coping strategy. In a study by Kim
and Ryu (2018), where the tool was applied in hemodialysis patients, the

Cronbach’ s a was .88 for the total score and .80 for the score of approach
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coping. In this study, the Cronbach’ s a was .95 for the total score of

approach coping.

4. Data collection and ethical considerations

To protect the subjects, this study was conducted with the approval of the
Institutional Review Board at Yonsei University (Project No. Y-2020-0221). Data
collection was preceded by convenient sampling based on the recommendation of
the director of each hospital regarding the patients who satisfied the
selection criteria. After explaining the study purpose, the patients who
submitted a signed consent form were enrolled as subjects. To ensure clear
understanding of the questionnaire, the research assistants read each question
aloud and the subjects were given time to respond. The research assistants were
three trained nurses with a minimum of five years of clinical experience in
nursing older adults in a care hospital. In a meeting a week before data
collection, the nurses were given a 30-min training session regarding the study
approach based on the purpose, subjects, precautions, and ethical

considerations, as well as each tool for data collection.

5. Statistical analysis

The collected data were analyzed descriptive statistics, skewness and
kurtosis parameters, Cronbach’ s a coefficient, factor analysis, and model
fit(X?/df, TLI, CFI, RMSEA) evaluation by using SPSS version 23.0 and AMOS
23.0. The direct, indirect, and total effects of the model were verified using
bootstrapping with a sample size of 2,000 and the confidence level set at 95%

for testing the statistical significance.
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Results

1. General characteristics and disease-related characteristics

For the hospitalized older adults in care hospitals in this study, 73.2% were
aged =75 years, 73.9% were females, and 86.1% were atheists. In total, 77.7%
were bereaved and 84.0% were living without a spouse. Further, 69.3% were
elementary school graduates and 86.8% relied on <1 million KRW of family
income, while 84.3% lived in a private house prior to hospitalization.
Regarding subjective health status, 83.3% replied that they viewed themselves
as unhealthy. The mean length of stay of the older adults participating in this
study was 18.69+8.66 months. The mean BMI (kg/m?) was 23.63+9.68, while the
most frequent type of insurance was health insurance (63.8%) and the most
frequent patient category was medical discontinuation (81.9%). The K-MMSE was
19.00£1.67. The mean number of chronic diseases was 3.91%£1.29, and analyzing
the multiple responses showed that the most frequent diagnosis was
cardiovascular disease (40.6%), followed by neurological disorders (17.1%) and

endocrine disorders (10.8%).

2. Descriptive statistics, convergent validity, and discriminant validity for
the measured variables

Table 1 presents the descriptive statistics for the variables in this study,
which satisfied the skewness(%2~3) and kurtosis(£7~10) criteria for the
normality hypothesis of data distribution(Kline, 2016). Convergent validity,
which i1s used to verify high correlations among measured variables constituting
the potential variables, is determined based on =0.7 CR and =0.5 AVE (Kline,
2016). All variables in this study satisfied the criteria of convergent
validity to an acceptable level. Discriminant validity is determined by
comparing the AVE and p? values of each construct to see if the former exceeds
the latter (Han & Lee, 2018). In this study, the AVE was greater than the p?,

verifying the discriminant validity.
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Table 1. Descriptive Statistics of Measured Variables

(A=287)

. . Standardized
Variables Mean SD Range Skewness Kurtosis . CR AVE
Estimate
Self management 4.99 1.34 0-8 -0.19 -1.15
Coping 5.03 1.45 0-8 -0.05 -1.18 .939
Partnersl{lip in treatm§nt 5.03 1.39 0-8 -0.24 -1.17 .943 0.966 0.876
E%g%gr}l;lon and managing 5.01 1.43 0-8 -0.19 -1.02 934
Knowledge 4.81 1.35 0-8 -0.39 -1.06 927
Type D personality 1.81 0.81 0-4 0.38 -1.05
Negative affectivity 1.78 0.82 0-4 0.46 -0.99 .960 0.977 0.954
Social inhibition 1.85 0.82 0-4 0.26 -1.05 972
Cognitive illness perception 6.45 1.69 0-10 -0.32 -0.76
Consequences 6.57 1.63 0-10 -0.63 -0.40 .853
Timeline 6.72 1.80 0-10 -0.46 -0.53 707
Personal control 6.39 2.01 0-10 -0.29 -0.72 .902 0.951 0.766
Treatment control 6.33 2.04 0-10 -0.27 -0.82 .928
Identity 6.37 1.90 0-10 -0.24 -0.65 .907
Coherence 6.30 1.93 0-10 -0.14 -0.93 .933
Depression 1.17 0.60 0-3 0.70 -0.46 .945 0.921 0.796
Approach coping 1.40 0.63 0-3 0.45 -1.04
Active coping 1.47 0.65 0-3 0.28 -0.90 . 887
Emotional support 1.38 0.71 0-3 0.38 -0.35 .854
Use of informational support 1.42 0.71 0-3 0.21 -0.76 .852 0.944 0.736
Positive reframing 1.39 0.71 0-3 0.32 -0.54 874
Planning 1.28 0.79 0-3 0.47 -0.74 .866
Acceptance 1.46 0.68 0-3 0.10 -0.79 .833

CR=Construct Reliability, AVE=Average Variance Extracted
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3. Validation of the structural model of self-management in older adults in
care hospitals
1) Hypothetical model validation
In the validation of a structural model, the validity is determined based on
CMIN/DF <3 (Han & Lee, 2012), CFI and TLI =0.90 (Hong, 2000), and RMSEA =
0.06 and <0.08 (Hu & Bentler, 1999). Thus, as the hypothetical model in this
study showed CMIN/DF(Q)=2.852, CFI=.955, TLI=.947, and RMSEA=.08, the model was

determined to have a good fit.

2) Hypothetical model validation and effect analysis

Each path coefficient for the hypothetical model in this study was tested for
significance, and six out of the nine paths of the model were found to be
significant(Table 2, Figure 1).

For cognitive illness perception, the type D personality showed both direct
and total effects (B=.-.491, p=.001). For depression, likewise, the type D
personality showed both direct and total effects (£=.844, p=.001). For
approach coping, the type D personality showed an indirect effect (3=-.684,
p=.001) and total effect (B=-.591 p=.002). On the other hand, cognitive
illness perception showed a direct effect and total effect (8=.650, p<.001)
and depression showed a direct effect and total effect (B=-.433, p<.001).
For self-management, the type D personality showed an indirect effect (G
=-.482, p=.001), and total effect (B=-.601, p=.001), with statistical
significance; cognitive illness perception showed a direct effect (8=.480,
p<.001), indirect effect (B=.212, p=.001), and total effect ( 5=.692, p<.001),
with statistical significance; and depression showed an indirect effect (G
=-.141, p=.001) and total effect (B=-.204, p=.011) with statistical
significance. Lastly, approach coping showed a significant direct effect and
total effect (8=.326, p<.001) for self-management. The explanatory power of
the wvariables cognitive 1illness perception, approach coping, type D

personality, and depression was 78.8% for self-management .
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Table 2. Standardized Direct, Indirect, Total Effects of Model

(A=287)

Endogenous Endo/ Direct effect Indirect effect Total effect
variables Exogenous
variables B Jei D B B D B ye P
Cognitive Tvoe D
illness < PeU o g72 -491  <.001 872 -.491 <.001
perception personality
Depression « P€D 615 844 <.001 615 844  <.001
personality
Approach T
. ype D _ _
Coping — personal ity .068 .093 .186 .505 .684  .001 436 .591 .002
Cognitive
< 1illness .270 .650 <.001 .270 .650 <.001
perception
< Depression -.438 -.433 <.001 .438 .433  <.001
Self- T D
management <« P U . —207 -.119 .069 -.836 ~-.482 .00l 043 -.601  .001
personality
Cognitive
illness . 469 .480  <.001 .207 .212 .001 677 692  <.001
perception
Depression -.149 -.063 411 =336 -.141 .001 .486 .204 .011
Approach
.768 .326 <.001 .768 .326  <.001

Coping

Type D
personality

Cognitive
lliness
perception

—_—

Supported Hypothetical Paths

Not Supported Hypothetical Path

Figure 1. Final Model of This Study
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Discussion

The wvalidation of the structural model in this study showed that the
explanatory variables of self-management in hospitalized older adults in care
hospitals were cognitive 1illness perception, type D personality, approach
coping, and depression, in the order of decreasing total effect, while their
explanatory power was 78.8% regarding self-management .

The results of this study showed that cognitive illness perception was the
factor with the greatest influence on self-management in older adults in care
hospitals. Cognitive illness perception has a direct effect on approach coping
and self-management via the positive paths as well as an indirect effect on
self-management through approach coping. This coincides with the theoretical
framework that explains the influence of cognitive i1llness perception, together
with emotional 1illness perception, on disease evaluation through approach
coping (Leventhal et al., 1992, 2016). As the sub-categories of cognitive
illness perception, the perception of a higher disease severity, longer disease
duration, and poorer disease outcome led to a greater reduction in physical and
social functions (Hagger & Orbell, 2003), while higher therapeutic or personal
control and understanding of disease showed a correlation with adaptive
behaviors and coping strategies focused on problem-solving (Hagger & Orbell,
2003). In previous studies, cognitive illness perception was found to mediate
the relationship between the type D personality and health behaviors (Kwon &
Kang, 2018), which agrees with the results in this study, suggesting that
cognitive 1llness perception may be the key variable with direct and indirect
effects on self-management in type-D-personality older adults with
multimorbidity in care hospitals.

Second, another variable with a significant influence on self-management was
the type D personality. In the theoretical model, self-system is defined as
personal preferences and attitudes that can be used as an exogenous variable

with an impact on illness perceptions, coping strategies, and disease
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evaluation (Leventhal et al., 2016). Individuals with a type D personality are
known to be vulnerable to negative emotions such as anger, sorrow, fear, and
instability, with a tendency to suppress their emotional and behavioral
expressions (Denollet, 2005). In this study, 56.8% of the subjects had a type D
personality. The percentage was slightly higher than 53% in hypertension
patients (Denollet, 2005) and 36.1% in patients with coronary artery diseases
(Cha, Lim, & Cho, 2013). In this study, the type D personality had an indirect
effect through a negative correlation with self-management as well as cognitive
1llness perception, while having a direct effect on depression in a positive
correlation and an indirect effect on approach coping in a negative
correlation. This was in line with a previous study where the type D
personality was negatively correlated with cognitive illness perception and
health behaviors in patients with coronary artery diseases (Kwon & Kang, 2018)
and with a study where it had an impact on depression in a positive correlation
(Denollet, 2005; Yamaguchi, Izawa, & Matsunaga, 2020). These findings have been
attributed to the fact that individuals with a type D personality show far
greater negative emotions toward the experience of a disease or symptom than
others, while facing difficulties with social interactions (Denollet, 2005).
For these individuals, social support based on group training and assistance
with coping through counseling have been reported to have a positive influence
on disease outcomes and coping, which implies a need for the interest and
intervention of medical staff (Williams & Wingate, 2012).

Third, approach coping was found to have an influence on self-management,
where an increase in approach coping led to an increase in self-management. In
this study, the scores of approach coping in older adults in care hospitals
were relatively low, in the range of 0-3, with a mean score of 1.40. In this
study, the percentages of type D personality and depression were high at 56.8%
and 54%, respectively, and in previous studies, individuals with a type D
personality or depression had a low level of approach coping such as planning

(Yamaguchi et al., 2020), while in the case of MCD patients, avoidance coping
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such as denial and avoidance was most frequently observed (Cheng et al., 2020).
In this study, approach coping was under the significant influence of cognitive
1llness perception, and in previous studies, likewise, therapeutic and personal
controls as the subcategories of cognitive illness perception were positively
correlated with approach coping and positive outcomes (Richardson, Schiiz,
Sanderson, Scott, & Schiiz, 2017). In addition, approach coping in this study
was found to have a mediating role for illness perception’ s effect on disease
evaluation within the theoretical model (Leventhal et al., 1992). While it is
difficult to say which coping strategy is better (Leventhal et al., 1992), it
is crucial in the prediction of the level of disease adaptation and outcome to
determine how an individual accepts, assesses, and interprets a stressful
situation and what resources he or she applies in selecting a coping strategy
(Svensson et al., 2016). However, in a study conducted on hemodialysis
patients, coping strategies had no direct effect on the result variables, which
was presumed to be due to the influence of patient characteristics and
preferences and the environmental context (Cha, 2014; Leventhal et al., 1992).
Thus, for a positive influence on self-management, suitable coping strategies
should be selected in consideration of the characteristics and preferences of
the patients.

Fourth, depression was a factor influencing self-management. In this study,
depression had no direct effect on self-management but a negative impact on
approach coping, giving it an indirect negative effect on self-management. In a
study conducted on liver transplant recipients, depression was reported as the
key variable with a direct effect on self-management (Jeon & Park, 2017). In
this study, the percentage of clinical depression, with a score =10 out of 30,
was high at 54%. This agreed with a previous study reporting that the mean
depression score in hospitalized older adults indicated a severe level of
depression (Nam & Yang, 2012), and a study reporting a 2.13-times-higher
percentage of depression in patients with multimorbidity (Read, Sharpe, Modini,

& Dear, 2017). For older adults in care hospitals, the level of depression
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increases as self-respect decreases due to the greater number of chronic
diseases than home-living older adults and the long-term hospitalization and
environment that separates them from their family (Nam & Yang, 2012). However,
older adults with chronic diseases mostly tend to regard depression as a
physical symptom and avoid active treatment, which requires the medical staff
to conduct a comprehensive assessment of depression that addresses the physical
symptoms and diseases as well as the psychological and environmental factors in
older adults in care hospitals (Read et al., 2017). In a previous study, the
symptoms of depression could be improved and self-efficacy and quality of life
could be enhanced in patients with major depressive disorders through nursing
interventions based on self-regulation such as the relay of objective
information on depression, the early differentiation of depressive symptoms,
setting short— and long-term goals to alleviate symptoms, discussions based on
group activities, and monitoring and feedback activities (Hagerty & Bathish,
2018). Such interventions should thus be taken into consideration regarding
self-management .

The results so far collectively suggest the need for more active intervention
by medical staff, especially when the patient shows a type D personality. It
was also found that the key strategy to enhance self-management is to improve
cognitive illness perception, reduce depression, and encourage the approach
coping strategy.

Nevertheless, the abbreviated tool of cognitive illness perception used in
this study (Brief IPQ) is limited in describing the characteristics of patients
with multimorbidity regarding cognitive illness perception. In a previous
study, patients with multimorbidity were characterized by a higher level of
emotional expression, a higher burden regarding treatment, difficulty in
prioritizing, and limited cause-effect analysis and behavior regarding disease
compared to patients with a single chronic disease (Gibbons et al., 2013), so
that the influence of cognitive 1illness perception could not be clearly

described. In addition, as the subjects in this study were hospitalized older
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adults at two care hospitals in Jeolla province, the results may not be
generalizable to patients with different cultural backgrounds, regional and
environmental characteristics, or other diseases. Furthermore, as the tools
used in this study were first developed overseas then translated into Korean,
the cultural context should be reviewed, and it is necessary to evaluate the
subjects’ level of understanding of the questionnaire.

Despite such limitations, this study has validated the theoretical model to
describe self-management by a comprehensive analysis of self-system, 1llness
perceptions, coping strategies, and evaluation through self-regulation. The
findings of this study are significant in that the dynamic process of
self-regulation has been accounted for through the analysis of the mediation
paths and effects of the type D personality on self-management in hospitalized
older adults with multimorbidity.

Based on the findings, the following suggestions are made:

In the perspective of nursing theory, the CSM has been applied as a
theoretical framework to describe self-management in adults and older adults
with chronic diseases. Recently, the focus has been placed on maintaining
self-management behaviors through repeated positive experience of the process
of self-regulation. In other words, the strategy focuses on introducing a
health-related habit to the daily routine of the patient for maintaining
positive health outcomes. Thus, further studies should identify the concepts of
such health-related habits to describe the routine behaviors and add the
identified concepts to the model to test and expand the CSM.

In the perspective of nursing research, the relations among the main concepts
of the CSM should be examined using the tool of cognitive illness perception
that reflects the characteristics of multimorbidity. In addition, as the use of
CM is still rare in South Korea, while overseas studies have even conducted
systematic literature reviews, it 1s necessary to conduct repeated experiments
on testing and validating the CSM in patients with various chronic diseases to

see 1f the model allows an effective understanding of self-management in these
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patients.

In the perspective of nursing practice, the key strategy was found to be the
comprehensive analysis of the patients’ personal preferences, cognitive and
emotional illness perceptions, and coping strategies to assist in
self-management, regarding strategies for self-management in older adults in
care hospitals. Thus, a program to enhance self-management should be developed

and applied to hospitalized older adults with multimorbidity.
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